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Introduction
Lymphatic complications are very uncommon after
routine aortic surgery. However, when they occur,
treatment can be a clinical challenge. We report a case
of infected chylous ascites following routine aortic
surgery, which was treated conservatively with a good
outcome.
Report
A fit 71-year-old man underwent routine resection of a
5.8 cm infrarenal aneurysm with a tube graft. During
the operation, the only abnormal finding was complex
renal vein anatomy on the left side. Two or three
branches required ligation before the neck of the
aneurysm could be dissected and controlled.
Postoperatively, he initially made good progress.
On the 7th postoperative day, he was noted to have a
white cell count of 23.6, which had doubled from two
days previously. However, he had no pyrexia and was
well. He was started empirically on intravenous
cefuroxime and metronidazole. He was discharged
home on the 12th post-operative day to be reviewed in
outpatients in a month.
Eight days later, he was readmitted as an emer-
gency with a three-day history of epigastric pain. On
examination the vital signs were normal. He had a soft,
mildly distended abdomen with vague tenderness in
the epigastrium. Investigations revealed a dilated loop
of small bowel in the epigastrium, a raised white cell
count of 19.4 (neutrophilia) and an ESR of 94. CT
revealed a fluid collection with features suggesting
infection around the aorta and the graft (Fig. 1). The
collection was drained percutaneously and specimens
sent for culture. Antibiotics were continued.
Following this, the patient’s condition improved.
The fluid was initially cloudy and blood stained and
drained approximately 750 ml per day. Subsequently
the drainage became clear and biochemistry revealed
that the fluid was high in amylase, and was likely to be
lymph. Culture of the fluid revealed coliforms and
Klebsiella, and further antibiotics were given. The
decision was made to allow the patient home, but to
continue antibiotics for 6 weeks via a Hickman line.
One month later (two months after the original
operation) he was readmitted because of problems
with the drain. This was reinserted, and culture now
revealed Candida infection. He was not symptomatic,
but was placed on a course of Fluconazole. He was
discharged home after 2 days. Prior to this, he was
seen by the dietician, who prescribed high protein
drinks and he was advised to eat little and often. The
drain continued to drain about 500 ml per day. Four
months after the operation, he remained well, and his
antibiotics were stopped.
Six months after his original operation, the drainage
was still approximately 300 ml per day, but the last
three cultures showed no evidence of infection (for a
total of 2 months). Throughout this period, the patient
had remained well, and had maintained his serum
albumin level. The drain was removed at this point,
leaving a percutaneous fistula. Two weeks later, all
drainage through the fistula had ceased. A CT scan
showed complete resolution of the collection.
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A subsequent Tc99m labelled white cell scan
revealed no activity in either the graft or the abdomen.
His only remaining problem is a persistent left
hydronephrosis, for which he is under the care of the
urologists. Almost 2 years after his abdominal aortic
aneurysm repair, he remains well with no evidence of
infective complications.
Discussion
Chyloperitoneum is a rare complication of aortic
surgery. To date, only 27 cases have previously been
reported. The most common presentation is with
abdominal distention, which was described in 26
patients (96%).1 This abdominal swelling is typically
found about 2–3 weeks postoperatively.1,2 The diag-
nosis is confirmed by paracentesis, which reveals
milky, lipæmic fluid, rich in triglycerides.1,3 This is
usually found to be sterile.
Three main therapeutic options are possible. Con-
servative measures are usually tried first.1,4 Paracent-
esis is not successful when it is used alone. It has been
combined with a low fat diet, diuretics, medium chain
triglyceride (MCT) supplementation, total parenteral
nutrition (TPN), and human albumin supplemen-
tation in different patients.1,3,4
A review of the 27 previously published cases
shows that a combination of paracentesis and TPN or
MCT supplements produced resolution of the Chylo-
peritoneum in eight cases. TPN alone, or with
paracentesis and/or diuretics resulted in resolution
in nine cases.1
If conservative measures fail, it is possible to use a
peritoneo-caval shunt. These were reported to be
successful in four patients, but a fifth patient died as
a result of sepsis from the shunt, so they are not
advised as a first option.1 Laparotomy with ligation of
the leak/fistula has been reported in five cases, and
was successful in all of these.1
There has only been one report of spontaneous
resolution of a chyloperitoneum.2
Conclusion
Chyloperitoneum is a very rare complication of aortic
surgery. It usually presents with persistent abdominal
distention, and is diagnosed by paracentesis. Treat-
ment should initially be conservative with surgical
interventions reserved for those in whom conservative
measures fail. This is the first reported case of an
infected chyloperitoneum. However, with aggressive
treatment with appropriate antimicrobial agents, in
addition to the conservative management with para-
centesis and a low fat diet, all infection was eradicated
and the aortic graft was saved.
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Fig. 1. CT scan showing aortic sac and graft with large left
sided fluid collection containing air bubbles.
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